ESQUIVEL, JOSHUA
DOB: 10/15/2007
DOV: 08/22/2023
HISTORY OF PRESENT ILLNESS: This is a 15-year-old male patient here today feeling weak. He had some nausea, vomiting, some body aches, chills and fever earlier. No complaint of cough. He went to school and he was sent home. No other issues. He has his normal bowel and bladder function as usual.
PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: Negative.
CURRENT MEDICATIONS: None.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: Negative for drugs, alcohol, smoking or secondhand smoke. He lives with mother and father.
PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert and oriented, well nourished, well developed, and well groomed. He looks tired. He is lying down on the exam room as I walk into the room. He cooperates fully with me throughout the exam.

VITAL SIGNS: Blood pressure 107/51. Pulse 103. Respirations 16. Temperature 98.5. Oxygenation 97%. Current weight 135 pounds.

HEENT: Eyes: Pupils are equal, round and react to light. Ears: Some very faint tympanic membrane erythema bilaterally. Oropharyngeal area: Mild erythema. No strawberry tongue. Oral mucosa moist. 

NECK: Soft. No thyromegaly, masses, or lymphadenopathy detected.

LUNGS: Clear to auscultation. 
HEART: Regular rate and rhythm. Actually more accurately, it is mildly tachycardic at 103. Positive S1 and positive S2. No murmurs.
LABORATORY DATA: Labs today include a flu test, COVID test and strep test. Strep test and COVID were negative. Flu test was positive for influenza A.
ASSESSMENT/PLAN: 

1. Influenza type A. The patient will be given Tamiflu per weight protocol b.i.d. for five days along with that Motrin 800 mg three times a day for body aches and fever p.r.n. and Zofran 4 mg b.i.d. for nausea and vomiting.
2. He is to get plenty of fluids, plenty of rest, monitor syndrome, and return to clinic or call if needed.
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